IN 1953 Gifford, Hines, and Janes' clearly demonstrated the high incidence of serious complications in patients with untreated aneurysms of the popliteal artery. They pointed out that arteriosclerosis was present in almost all the 100 popliteal aneurysms that they studied and that the aneurysms were not infrequently bilateral or multiple.
Popliteal aneurysms are seen predominantly in men more than 50 years of age and are usually asymptomatic until complications occur. These may be local swelling and pain, a prominent venous pattern or edema below the knee, or ischemia with intermittent claudication, ischemic neuritis, ulceration, and gangrene. The complications are results of local pressure from or rupture of the aneurysm, thrombosis within the aneurysm, or peripheral embolization from the aneurysm.
In 1916 Halsted2 and Reid3 experimentally produced circumscribed dilatation of an artery immediately distal to a partially occluding band and related this phenomenon to the dilatation of the subclavian artery observed in certain cases of cervical rib. Similar poststenotic dilatation has often been observed in other arteries. In the aorta it appears commonly distal to stenosed aortic and pulmonary valves and distal to coarctate segments. The physical phenomena that occur distal to a stenotic segment of artery were a corollary, it is distal to this point that popliteal aneurysms may occur. It is conceivable then that popliteal aneurysms may result not only from post-stenotic dilatation distal to the adductor magnus hiatus but also from post-stenotic dilatation distal to the arcuate popliteal ligament. It should also be recognized that the popliteal fossa is a rather confined space covered with the strong sural fascia. Pressure applied posteriorly to the popliteal artery would compress the posterior tibial nerve and popliteal vein before the artery itself. Therefore it is hypothesized that in distal popliteal aneurysm the pressure resulting in post-stenotic dilatation of the artery arises anteriorly from the arcuate popliteal ligament, rather than posteriorly from a fibrous band as described by Boyd. Distal to the arcuate popliteal ligament the popliteal artery is cushioned by the popliteus muscle, and the artery terminates close to the inferior edge of the muscle, dividing into the anterior and posterior tibial arteries.
Probably the formation of aneurysm is accelerated in vessels that are atherosclerotic and are subjected to repeated trauma. In 1952 Palma,6 in his study of stenosis and stenotic arteriopathy of Hunter's canal, suggested that pathologic changes occur because of repeated microtrauma secondary to systolic expansion of the vessel wall. Also, the effect of trauma to the popliteal artery during flexion and extension of the knee joint has been emphasized by Boyd An 82-year-old man was referred to the Mayo Clinic because of pain, coldness, and numbness of 10 hours' duration in the right leg and foot. He was unable to move the toes of the right foot. He had known of the presence of an aneurysm of the right popliteal artery for 2 years, and for the same period he had experienced bilateral calf claudication on walking one half to one block.
On examination the blood pressure was 210 mm. of mercury systolic and 90 diastolic. The right leg was cold below the knee and the right foot was markedly pale. The patient was unable to move his right foot or toes. On the right, popliteal, dorsalis pedis, and posterior tibial pulsations were absent; and on the left, dorsalis pedis and posterior tibial pulsations were absent and popliteal pulsations were reduced. There was marked pallor on elevation of the right foot and moderate pallor on elevation of the left foot. Venous filling time was greater than 60 seconds on the right and was 30 seconds on the left.
Conservative treatment with a hot room, whiskey, anticoagulants, and papaverine resulted in improvement of the right foot with increase of warmth, sensation, and motor power over a 2-day period. The anterior tibial muscle became edematous, however, and the venous pattern of the right leg became more prominent. Another case is described in which bilateral popliteal aneurysms were located in the distal popliteal artery-that is, immediately below the arcuate popliteal ligament. These findings support the concept that post-stenotic dilatation may be one of the causal factors in the pathogenesis not only of proximal but also of distal popliteal aneurysms.
Being venturesome involves taking risks. The risks will vary with different disciplines. Chemists have been killed or seriously maimed in their efforts to discover new kinds of explosives. Bacteriologists have been rendered desperately ill or have died from diseases for which they have been endeavoring to find a cure. Workers with the X-rays, in the early days before the dangers were realized, lost the use of fingers and hands or became horribly mutilated by the destructive energy of that powerful agent. In other realms of research the dangers may not be so serious, but all research is fairly certain to involve at least the regrettable risk of losing time. "Uncertainty and loss of time," as Emerson wrote, "are the nettles and tangling vines of the self-relying and the self-directed." Since time runs in only one direction, the eager investigator always looks upon its loss with sorrow. In my own experience I have too often had only labor for my pains. If 
